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ZURICH

: B Bt
Voluntary Medical Insurance

Scheme for Civil Servant and
Non-civil Servant employed by For nermal use oy
the Government enrolilment form SRR

Agent name

ABERIEABEBRIES T
SRS ARBRBE ERRRE .

Enquiry no. 5% 5% : +852 2903 9372 Fax {H& : +852 2903 9340

o ) Clear form
Please v the appropriate box and * delete where inappropriate. 55 v/ BHAHF RN SEMEFBREE -
All fields are mandatory. Please complete in BLOCK LETTERS. FiAIE B W/AEIER - 5SS EE KR IER -
1. Applicant’s information Z{RAZE R
D Civil servant D Non-civil servant employed by the government Staff no.
NBEE FRBEBNRE BER
[ Jmrscs [ JMrs &k [ [Ms %+
Last name First name Chinese name
&3 = g C
Date of birth DayH MonthS Yeard HKID card no./Passport no.
HAEE DD DD DDDD EBSHBNE / HRRE
Email address
EEEEsubl
Mobile phone no. Office phone no.
FIREBFERE NS
Correspondence address  Flat/Room Floor Block Building
R heubl = /B 2 R RE
Estate name/No. & name of street/Lot no. District HK/KLN/NT*
EiEiE / B R ) e & B/ JLEE / AR
2. Insured person’s information F{RAEZER
Insured person Insured person Insured person Insured person
ZRA1 ZRA2 ZRA3 ZRA4
Last name %
First name
Gender M5l [ ] Male 8 [ ] Male & [ ] Male [ ] Male
[ ] Female % [ ] Female [ ] Female % [ ] Female %
HKID card no./Passport no./
Birth certificate no.
BB MBI / EIBRE /
H AR SRS
Date of birth (dd/mml/yy) D M Y D M Y D M Y D M Y
SERB(H/B/F) H A F H A F H H F = H F

" Insured person(s) must be the applicant or his/her family member(s). Family members include the applicant’'s parents, applicant’s spouse, parents-in-
laws, and dependent and unmarried child(ren) below 18 years old. R AMNBRRRAZERERS - KERESFEREARE ~ HERANRLS -
ELBMRE ~ R18EMU TEHRERKEBNFL -
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2. Insured person’s information (continued) S{RAZER (&)

Relationship with applicant’ : . .
E13012 A BfA! ] Sel.f ZA [ ] child 7% [ ] child 7% [ ] child 7%
D Child ¥% D Spouse D Parent/Parents-in-laws D Parent/Parents-in-laws
i K&/ BRE K&/ EERE
D Spouse
Bof® [ ] Parent/Parents-in-laws
D Parent/Parents-in-laws RE/ EBRE
RE/ RERE
Insured person Insured person Insured person Insured person
2ERA1 ZRA2 ZRA3 R4

Height (cm)
58 (BEX)

Weight (kg)
mE (AF)

Occupation & position

EE ST A

Usual place of residence
BEEE

3. Choice of plan and cover &t Zl#R A RIREIEE

Insured person

SRA1

Insured person
ZRA2

Insured person
ZHRA3

Insured person
ZERA4

Zurich CareMultiple Medical Insurance Plan #5221t " E8:€

Core benefits EA{RE

Plan level of Core Benefits —
Section 1 to Section 3
HEAREWE IR - S180 2
38

Optional benefits E 32 {R[E

Section 4 — Supplementary
major medical cover
FIUE- MYINE R RE

[ | Gold plan < &t2I
[ ] Silver plan 252l
[ ] Bronze plan #3352l

[ ] Section 4 Z &

BiE . BEmREETE

[ ] Gold plan 513
|| silver plan Rzt
[ ] Bronze plan #3512l

[ ] Section 4 Z MU

[ ] Gold plan &1 &]
[ ] silver plan Rt I
[ ] Bronze plan #3512l

[ ] Section 4 Z U

[ ] Gold plan &5 &|
[ ] silver plan Rt &l
[ ] Bronze plan #@5t 2l

[ ] Section 4 Z &

Section 5 — Voluntary deductible
Please choose the deductible
amount (HKD)
Shen-BREEa%E
BEEHEE (BTT)

[ ] Section 5 £ T1 £

D 30,000 (25% discountif il )
D 50,0002 (35% discount##1 )
D 80,0008 (45% discount##1 )

[ ] Section 5 & T

D 30,000 (25% discountif i1 )
D 50,0002 (35% discount#f 41 )
D 80,0008 (45% discountif 1 )

[ ] Section 5 £ T

D 30,000 (25% discounti7#1 )
D 50,0002 (35% discount#f 1 )
D 80,0008 (45% discount# 1 )

[ ] Section 5 £

D 30,000 (25% discounti7#1 )
D 50,0002 (35% discount##1 )
D 80,0008 (45% discounti#1 )

2t is only applicable to Gold Plan or Silver Plan. RiEAR &2 R5T2) -
31t is only applicable to Gold Plan. R#E AR 513 -

HealthTotal Critical lliness Insurance Plan " 27 | BE&EFREE

Plan level
=T EIAR Al

D Platinum plan & &5t 2]
[ ] Enhanced plan &zt
[ ] standard plan =512

D Platinum plan & &5t 2]
|| Enhanced plan f&zt &)
|| Standard plan 1241

D Platinum plan & &5t 2]
|| Enhanced plan {8zt &)
|| standard plan 125t

|| Platinum plan Z %21 2
|| Enhanced plan f&izt &)
|| standard plan 125t

WiseCare Personal Accident Insurance Plan " BEAR 23 |

BAZIMREEETE]

Plan level

FHEIAR A

(insured person aged below 18
years can opt for

Plan 1 or Plan 2 only

18 U N 2 2R AR AR
ATElI—SiETE )

[ ] Plan 1 52
[ ] Plan 2 52
[ ] Plan 3 52
[ ] Plan4 zta
[ ] Plans&ta

it
h

[ ] Plan 1 &t&—
[ | Plan2 &=
[ ] Plan3&t#
[ ] Plan4zt2

[ ] Plan5 st2H

[ ] Plan 1 52—
[ ] Plan2 &t#1—
[ ] Plan3&t#
[ ] Plan4:t2
[ ] Plan5 2%

[ ] Plan 1
[ ] Plan2 &t
[ ] Plan3 &t
[ ] Plan4 &t

Policy inception date*
REEREWHER

DayH MonthH Yeart

O]

The policy inception date applies to all the selected Plan(s) above and

BARATIRE °

is subject to the final approval by Zurich Insurance Company Ltd.
REBREWHPEAN LPAAEENRRTE - TRALHMKR

(S

4 If the enrollment form is received by the company on or before the 15th day of the month, the insurance will be effective on the 1st day of the following
montbh. If the enroliment form is received on or after the 16th day of the month, the insurance will be effective on the 15th day of the following month.
EARNEREIRREE Z BB RZB N 21521558 - AIERRIESIRER BN Z15R8RERY ;| BRARBIN6FEIM1SIAILE - AIBRIRIRGR

H2RMZ155REN -
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4. Health question BER%

This section should be completed for insured person 1 only. If more than one insured persons applies, please complete the questions on the Voluntary
Medical Insurance Scheme for Civil Servants and Non-Civil Servants Employed by the Government Medical Questionnaire for each of the additional
insured person

PUREOREZRAMES - MBZR—URHRABE - BEZRINZRANLEERIFABENEE B2 HEZR R HIBEERRES Lo ZHER
= -

Part | —85

Applicable to application for Zurich CareMultiple Medical Insurance Plan, WiseCare Personal Accident Insurance Plan and/or HealthTotal Critical
lliness Insurance Plan.
BRARNKRSGRY "BEEE ) BERRE - "HBZE, AARIMREASIR /3 "TERE ) BERRETE -

All questions must be answered in full by all insured person(s). FTE SR A B AEIE T FIRE -
If the answer to any of the below questions is “Yes”, please give full details in Part Il of the questionnaire (if the space provided is Yes No

insufficient, please use a separate sheet to give details.) = &
MUTEOUEES "2, & - FREEZEHDFEMRE - (AEUAR - FUSAFMRE - )

1. Have you ever been admitted into hospital or sanitorium, or undergone or been recommended to undergo surgery (other than that
associated with a full term pregnancy)? [] []

BENEESATEBRIESRNR  ASEIAREFEITF ( AERERNRZRN ) ?

2. Have the insured person(s) ever had any physical disability or suffered from any congenital abnormalities and/or disease, chronic
disease or hereditary disease or any disorder on physical conditions? D D

ZFRAZEATUSEERNBAELRMRIER / ER - BUERIEERNSIRINEER ?

3. Have your enroliment, renewal or reinstatement of life insurance, personal accident insurance, medical insurance, hospital
income insurance, or critical illness insurance been rejected, or subject to special terms and conditions or additional premium? D D

B NEEERKRRE - ERVEMETAST - BATIH - B - ARSI SERRS RS FE NI AR REIE LR BB BIER ?

4. Do you currently have any policy of or making any claim for personal accident insurance, individual medical insurance, hospital
cash insurance or critical illness insurance with Zurich Insurance Company Ltd or any other insurer(s)? If yes, please state the
policy no., benefits type, the sum insured and the company name of the insurer. D D
BMNRRSEEETEUREIREASTOHRERRARASHEMRRASTEHRZEARSN - BARE - FRRESNEERES
F2. - HARHERERS - REEE - RERRRBRATEHE -

Applicable to application for Zurich CareMultiple Medical Insurance Plan and/or HealthTotal Critical lliness Insurance Plan

ERARRRHERE "EERE ., BREREER /3 " 2EZE ) GRFRRETE

5. Have any of your natural parents, brothers or sisters suffered from heart disease, stroke, hypertension, diabetes, kidney disease,
mental disorder, hepatitis (or is a hepatitis carrier), cancer or any hereditary disease? D D
BTHRERESN UREREA SR EEMOEERE - P& - SME - ##RE - B - BeKE I (FITKFEE ) - BEXE
osE s 7

6. Have you ever suffered from or been treated or do you foresee to consult with a medical practitioner for any of the following
disorders or diseases?

BIEEERLE W2 RATBER A NEERERKZ ?

(i) The muscular skeletal system (e.g. muscular or bone disorder, spinal problem, arthritis, gout) or other related symptoms/
diseases?

BEMIAZS (WHANZEEAE BHEBE - B BE ) StEMBRREIR R ?

(ii) The respiratory system (e.g. tuberculosis, asthma, chronic bronchitis) or other related symptoms/diseases?
IFI0R S 45 (WSS ~ G ~ BUXREX ) SEMARREIRSZER ?

(iii) The endocrine system (e.g. diabetes, thyroid disorder) or other related symptoms/diseases?
AW (WNKERRA ~ FIRBREIRE ) SUE A BRI SR ?

(iv) The gastro-intestinal tract (e.g. any kind of hepatitis or liver disease, gastric or duodenal ulcer or ulcer of any kind,
haemorrhoids hernia, gall bladder, bowel) or other related symptoms/diseases?
BB EE (MEEATREITR - Bel+2EBES - TaE - 5 - II&K ~ IBE - 5 ) SlEMAERNEI SRR ?

(v) Breast or genitor-urinary organs (e.g. any disease of the kidneys or bladder) or other related symptoms/diseases?

AEIWREERE (MNETBHEHER ) HEMARIR R ZER ?

(vi) The heart or cardiovascular or circulatory system (e.g. chest pain, any disorder of the heart or arteries, murmur, raised blood
pressure, stroke, varicose veins, rheumatic fever) or blood (e.g. anaemia, haemophilia) or other related symptoms/diseases?
OB~ DIME -~ BIRZRS (MO ~ OREEIIKEIRE - ORE - SME - PR - KK - BR2L ) & (NEM - Mk
% ) HE B R EIAR SRS ?

(vii) The nervous system, mental disorder or psychiatric problem or brain function disorder (e.g. dizziness, epilepsy, paralysis,
anxiety) or other related symptoms/diseases?

WERF - BERE - BRI (MBI - KBE - Bk - §8 ) StEMBBENEIREER ?

(viii)Impairment of the eyes/ears/nose (e.g. cataracts, ear infections, tonsillitis) or other related symptoms/diseases?

IR B BrESG (WARE - BB RIS ) STEMBRENOEIREERS °
(ix) Tumor, cyst, lump, growth, cancer or malignant tumor or other related symptoms/diseases?
PEeE - FhE - BEIR O B RUEEEIEME BN EIREER ?
(x) Venereal disease, AIDS, AIDS-related conditions, any blood test for HIV virus?
Mm ~ Bs -~ BERARNER - B ERELRHE MR ?
If the answer is yes to any of the above questions, please provide medical report.
ELEUEBEZERES T2, BRHEERRS -

7. Have you ever been or are you currently taking any medication prescribed for more than 14 days or drugs such as stimulants,
hallucinogens, narcotics or other controlled substance other than prescribed by a medical practitioner, or are you currently being
or been counselled or treated for excessive use of alcohol or drugs? D D
BTEAE / EERMBEMUHELERSBE14RZEYNEMISFHBERSSETIZYPINRET - R4IZ - MEEE - NES
/ EEEAGES RS MER WE SRR ?

N R I O O O
I O I R ) B B e O

O 0O 0
O o 0
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4. Health question (continued) BER%E (48 )

-<
fil @
Z
(o]

8. Other than medical test(s) required by an employer or insurer, have you ever undergone or been recommended by a medical
practitioner any medical test, such as blood test(s), x-ray, electrocardiogram, ultrasonogram, CT scan, biopsy or other
investigations in the past 5 years? D D
fR7ERIFRRBASEEZEBEREN - BETEEBTBETFNETIRELEFETEUERRS - aF MR - X6
NEBE - BEK - BiEE - SRR REE MR ?

9. Are there any health or physical conditions in the last five years not mentioned above which may affect your well being? D D
BTIRBEAFAZEEEETOM ERBERNVBREISERIEZE B INRE?

Applicable to application for HealthTotal Critical lliness Insurance Plan
BERRERER "2EZE  BEREEE

10. Have you gained/lost weight of 10Ib (4.5kg) or more in the last 12 months? If yes, please give reason and exact figure.
BTHRESETBE12EANEMIE D105 (4.5A7 ) UL E?E T2, - FEnAREIENSE D v EERREA -

Exact weight gained/lost* TEE &1 / B/ 2 EE - kg AFT / IbEE*and reason KR E

11. Do you drink alcohol? If yes, please specify type of drink (e.g. beer, wine, spirit etc. ) and your weekly consumption.

BTEASgREERm?E "2,  BrAsmiEs (SIEE - @50 - Z2U08% ) RSERAE - ] ]
Type of drink B8R RiE%a Weekly consumption S FHE ml £F+

12. Do you smoke or have you ever smoked any cigarettes? If yes, please state details.
BTREEEHERE?E "2, - FiASHREHSE -

Consumption RIZE] = pieces/day X / &K for & years & [] []
If you have ceased smoking, please state when and for what reason. #1E T2 EIRE - FBEEAEHE -
Date ceased 7/& H &5 (DD/MM/YY H / B /%) and reason KJREH
For insured person under the age of 2 years RERARME U THZEA :
13. Weight at birth kg/ Ib
HAge Navl & [] []
14. Has the proposed insured person been confined in hospital for more than 5 days? If yes, please state details.
BEHAERRE - IRRABREBBARX - FlRMHEFE - ] ]
Details 715

15. Were there any birth difficulties, congenital deformities, lack of physical or mental development or Down’s syndrome? If yes,
please state details.

EEQUHIREE ARAUERERE ST EZRRAVEEBRAERGASESER ?E T2,  FREFE - [] []
Details 715

For female insured person only REHARLEZRA :

16. Are you now pregnant? If yes, please state the expected delivery date.
BTrEALERSE?E T2,  #LHmED - [] []

Expected delivery date T8 ZEH# %5

17. Have you ever had any complications during pregnancy or delivery (e.g. ectopic pregnancy, gestational diabetes, hypertension,
protein in urine etc.)? If yes, please state details.

BATEESRRENEEME LEMUMHRE (N=02 - GRER  SHE - - EEARSE) 78 T2, - #REHESE- [] []
Details %15

18. Have you ever had or been told to have, or been treated for any disease/disorder of, or are you intending to have any tests/
investigations/treatment of the breast (e.g. mammogram, an ultrasound or surgery, etc ) or the cervix or uterus (e.g. a pap
smear, cone biopsy, colposcopy or ultrasound, etc)? If yes, please state details.

BT E2a S Bl EERES aRNRE (AIMIEXE - BEKSFMNE ) - i F=RsF=ERES a5 [] []
waE (BINBEAREER - HEERI R RE  BERABERRES ) 75 T2, - FRHEFE -

Details %15
Partll 8_E %

If the answer to any of the questions in Part | is “Yes”, please give full details below if applicable (If the space provided is insufficient, please use a
separate sheet to give details.) 1IN —E D EARES "2, & - FRUTNERAEDEMRA « (BZAAE - BUSBEFRA - )

1-5, 7-12 |Details 715 :

6. Nature of diagnosis |Full details of care, treatment or Outcome of treatment e.g.ongoing, complete |Name and address of the
RS surgery received recovery, recurrent or likely to recur medical attendant(s)
FrE= 7 &R - AR FM ZF B AEAER  FERE T HRE - B |T28LERE Mt
BABMBER
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5. Payment method & /55

D By cheque X Z# Cheque no. Barlk name
(Only applicable to annual payment SERGH RITEHE

mode RABAIREEHT )

Cheque made payable to “Zurich Insurance Company Ltd” Z=RBEABE" HRIEREARAE.
If the cheque issuer is not the applicant, please state the relationship between the cheque issuer and the applicant

EXRBFHALIFRRA - FHAZ R HA LR RANRE G

[ ] By credit card BSR4 [ ] Annual payment SF &1 [ ] Monthly payment 5 31+
[ ] Biennial payment SR E & (The first three months’ premium will be debited upon the first

payment BZBIERHFRE —ERZIRE )

Credit card type 5 <487 L] VISA [] @mu‘

Cardholder’s name
FRALS
Month& Year®

Credit card no. Credit card expiry date
ERRIEE ERRBAENEHE

The cardholder hereby authorizes Zurich Insurance Company Ltd to charge automatically the premium due from his/her credit card stated above
including subsequent premium payment for renewal of the policy of the selected insurance plan(s) and accepts full responsibility for any overdraft on
his/her credit card which arises as a result of such transfer. For the continuation of coverage, the cardholder understands that he/she should arrange
sufficient credit balance in his/her credit card by the premium due date for the automatic debit of premium.

The insured person(s) will become the policyholder for his/her insurance plan automatically at policy anniversary should the insured person(s)
reached the age of 18 and will be charged with the corresponding renewal premium in accordance with the premium table. Zurich Insurance
Company Ltd will collect the renewal premium from the same payment account as stated above on due dates, unless informed otherwise.

FRAZEEFRERRARAD WM/t Dt 2 ERAFUERBRA SN EGRESREFIRERNSPRERRABERZEEIRM=< M / 1EH
FTHREX - HRABRARZEEL - B 7HENRE - FRARAM / ERREIH A2 e EEMRER D / NERF CIFREEPEIK
ZH -

NBRRARREBERBSEmMI185 - @Aﬁiﬂﬁiﬁjﬁﬁﬁﬂ’ﬂ%ﬁﬁﬁ/\-ﬂﬁ%*ﬁﬁfﬂ%%%l&ﬁﬂﬁW@E’J%ﬁﬁ%ﬁﬁ HRTRRARA SR EERZHHE
REMENRIEFUIERRE - BE2HTE

If credit cardholder is not the applicant, please state the relationship between the credit cardholder and the applicant

EERRHBEALFERRA - FIPERARHFBEARRRANER G

Signature of credit cardholder
= + Py
BEHREERFAZRE DayE MonthH YeartE

e OO

1. I/We hereby apply for Zurich CareMultiple Medical Insurance Plan, WiseCare Personal Accident Insurance Plan, and/or HealthTotal Critical
lliness Insurance Plan (whichever is applicable) (“Plan(s)”). I/We declare that to the best of my/our knowledge and belief the information on this
enrolliment form including the Voluntary Medical Insurance Scheme for Civil Servants and Non-Civil Servants Employed by the Government Medical
Questionnaire (if any) (“Enrollment Form”) is true and complete in every respect and all information disclosed have been verified by me/us as
true and correct. Where applicable, I/we declare that I/we have full and complete authority from the insured person(s) to sign this application and
disclose any personal information being requested to assess this application. I/We understand and agree that this Enroliment Form and declaration
will form the basis of the contract between me/us and Zurich Insurance Company Ltd (the “Company”).
K}\ / FHPIRBIREPFHRE "EEAE BEAREE - TIRIBZE, EARIMRERTE - TEEZE, SERREE (EU—(ESSEER )
( TEEL ) AN/ RS ILBRBILRIREE KA WA E&?F’\%%EBZWEE B EEE R IEERS (WER) ( TRERE
) ERIRBAA / HPPFAEPIEREERTEMER - BERL - IACRENERCKHAN / RMZELEREDR - #BRENERT - &
AN/ BPBARA / RACEIRARTERES IRARBUNREMERWEMEAZER - DUEHEBHEZA - AN/ @a1ﬁﬂﬁﬂ5$)\ / T BERER
BRBRERAS ( TEAT, ) WRREARKRBILRARTRE REIAMEI L -

2. |/We authorize the Company to obtain medical information from the insured person’s medical practitioner(s) and l/we agree to supply additional
information relevant to the policy of the selected Plan(s) at my/our own expense.
KA/ HPERE SARARAZRAZEERNEMBEER - AN/ HMTESRETUE - SEMEEIEH 2 ENTENABEER -

3. I/We understand that I/we shall refer to the policy of the selected Plan(s) for details of the insurance coverage, exclusion clauses and terms and
conditions.
AN/ HMBPEPRERESHE - ARRSBIE - BRI PTE T ZIRERE -

4. 1/We understand that I/'we must complete and provide all information requested in this Enroliment Form, failing which the Company cannot process
my application for the selected Plan(s).
AN/ HMBPEEN / REMDBRTHESRHRIERARERERZABER  SRIBATBASZRERN / RMERAZ ZREBHE

5. Subject to the Company’s consent, I/we agree that the policy of the selected Plan(s) will be automatically renewed if the premium is paid by credit
card. | acknowledge and agree that the Company reserves the right to refuse to renew the policy of the selected Plan(s) and it will not be obligated
to reveal the reasons for such refusal.
AN/ HMADRE  NMRBLEEARXN - MEEFZRELSZEIER  HEE BRIERE FAERRER BRSRBEBERIIEETZ
REZERN  WHBEZEEBERZER -

6. |/We hereby authorize any company within the Zurich Insurance Group which is in possession of my/our personal information to release part or all
of the information to the Company or its agents.

BN/ ROBLEERHFRERBREAPETHEEELAN / REBABRNATREMBISZHENT BRTHENAEA -

This insurance application will not be in force until the application(s) has been accepted by the Company and the premium has been paid.

IRBEPFAT BELTIEZ  EMRRERIGZREBS LN -

6. Declaration ZEHA
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7. Notice to customers relating to the Personal Data (Privacy) Ordinance (“Ordinance”) (continued)
BRABAER (R ) &6 ( "ARIRG . ) NEREM (8)

The personal information of customers (including policyholders, insured persons, beneficiaries, premium payors, trustees, policy assignees and
claimants) collected or held by Zurich Insurance Company Ltd (“Company”) from time to time, which also includes data collected or generated in
the ordinary course of the Company’s business and the continuation of relationship with the customer (such as claim information and medical history
received from third parties), may be used by the Company and/or a company within its group (“Zurich Insurance Group”) for the purposes necessary
in providing services to the customers (otherwise the Company is unable to provide services to customers who fail to provide the required information).
HHRUFRBARAS ( "AAT, ) AFUESIFAENER (BRREFEA - ZRA - 25 - RENRA -~ GEA - REZZARZREAN ) BAE
B P TEREASHEEBERPURMSERE PEGMUESEETNER (AINEE=RANRESRNRBE ) - HUHART K / EF

BEE ( "HRUFREEE ) ) ANATEREADEFPRERBMABENAR ( GRIAATHBEARERUPAFENNE PRERSE ) -

Please read carefully the details of the Company’s privacy policy which is made available on our website at www.zurich.com. .

hk/pics or by scanning the QR code. You may also contact our Customer Care Center at 2968 2288 or insurance intermediaries E E
for enquires. KA FhFB ISR 3% H i www.zurich.com.hk/pics 3, Ol i ZE B HQRIGAR - EIFT] 2 E 2968 22881 H; PRI E F RS
DS N R ERED T AES -

Consent for marketing purposes — Voluntary: E

MiSHERRZEE - B
Certain personal information of policyholders and insured persons collected or held by the Company (which also includes data collected or generated
in the ordinary course of the Company’s business and the continuation of relationship with the customer), in particular, names, contact information, age,
gender, identity document reference, marital status, financial background, demographic data, transaction pattern and behavior, policy information, claim
information, and medical history may be used by the Company, only upon having such policyholders’ or insured persons’ consent or indication of
no objection, for providing marketing materials and conducting direct marketing activities in relation to insurance and/or financial products and services
of the Zurich Insurance Group and/or other financial services providers, and/or other related services of business partners, with whom the Company
maintains business referral or other arrangements (such as reward, loyalty, co-branding or privileges programs and related services and products,
services and products offered by the Company’s business or co-branding partners, donations or contributions for charitable and/or non-profit making
purposes). For the avoidance of doubt, the latest instruction (for example, consent or indication of no objection, or request for opt-out) received from a
customer shall override any previous instruction given to the Company in this regard in relation to all personal information of the customer collected or held
by the Company from time to time.
BARRATSWNESFENREFAARZRANRELEAER ( APMEREERR TE%%%L&¢M&W%fﬁ%5M%%M%ThIMEﬂ) - %55l
Eﬁ% BAsER E@ Eﬂ %“%%Y#EH EIRA ~ MBS R - ADRETEE - REBEAMTHR - REEHN RESRNKBRLHS R’
BB = = ¢ HOHARNTSERIERHRURRER K / SVERQSIEITER S B GEE 2 2 BRI
1?%%?&&/7%@ﬁm&%% &/%Hﬂﬁ%Aﬁ%&Zﬁﬁm% REMZEREENETEENSEREE - (PINEE - BHER - 5
TEmIBBEET A REBRBNER - HARIBESEBHASEREBHEHNBRBNER - HRBEER / WIFENBNWRIBEIIEM ) - %%
AR - ARSI ARUESFHAENRBEFEAER - RATRKEUEEFRIINENET (AINRESNRRNARENETR  SRERHEELR) -

The Company may provide (and may receive money or property in return for providing) certain personal information, in particular, name, contact
information, age, gender and policy information of a policyholder and an insured person, only upon having such policyholder’s and insured person’s
written consent, to be used by the following parties, within or outside of Hong Kong, for their own and/or the Company’s marketing purposes set out
above:
(1) companies within the Zurich Insurance Group;
(2) other banking/financial institutions, commercial or charitable organizations with whom the Company maintains business referral or other
arrangements;
(3) third party reward, loyalty, co-branding or privileges program providers;
(4) th|rd party marke’ﬂng service providers and insurance intermediaries.
ERE n SEd g - APSAF UM N ALTARS R / SR ARSNTISEERR - AU TREBREANSRMNIATRHERLEAE
e ( MS@ if?%%ﬁﬁﬂﬂﬁﬂﬂ%@%ﬁ ) - BRIRYR - BEER - Fie - MR REFAARSRANREERS - DHERFH
1) #RURRERNREA
2) L\im/\j,ﬂﬁ%%%%\%Eﬁﬁ%i%‘m%}?mﬁﬁﬂm%ﬁﬁ / SRS - BRI AEAES
3) E=ARE  BHERE  S{EmEsEE RS ;
4) B=FmBERERBERSHERSRRRPTA -

I/We understand that I/we can withdraw any consent provided for marketing purposes anytime by notice to the Company.

AN/ HMPETREREN SQATMBEHIMHSEERRAATZEE -

D I/We do not agree to the use or transfer of my/our personal data for marketing purposes as set out above.

AN/ EBMAARRE ERTERNAE=FRERA / HOWEABRHE LIHSHERERR -

I/We confirm that all information provided by me/us in this enrollment form is true, correct and accurate. |/We further confirm my/our agreement
to all sections in this enrollment form, including without limitation, the above Declaration and the Notice to customers relating to the Personal
Data (Privacy) Ordinance.

AN/ HOERBERA / HORIRBREREHZFAEEIRSEIERER - AA / RMEERREARERBAZAERD - 8- EARRK L
MZEBARAREAER (TR ) REINEREN -

Signature of applicant
o ==
RRAET DayH Month3 Yeart:
e L LI [
HEA
Zurich Insurance Company Ltd (a company incorporated in Switzerland with limited liability) @
25-26/F, One Island East, 18 Westlands Road, Island East, Hong Kong
HRURBRARAS ( RIHLEMAIIZBRAT ) Z U Rl C H
BEEBEREBBISRES R P 125-2618 4
Telephone EB5E : +8522903 9372 Fax fEE : +8522968 0639 Website #3141t : www.zurich.com.hk 22y NS .Iﬁ
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